To examine the selfreported prevalence of aggressive and/ or disruptive behaviors by patients as related to their medical care.
I
n the context of the patient-clinician interaction, there is always the potential for various forms of aggressive behavior by patients. Among physicians in training, 50% of trainees in 7 Canadian residencies reported psychological abuse by patients. 1 In a New Zealand study of residents in various programs, 67% reported verbal threats by patients; 54%, physical intimidation; 41%, the observation of damage to the treatment facility; and 39%, physical assaults. 2 In addition, the results from a survey of psychiatry training directors revealed a mean of 1.26 physical attacks on residents per program during the 2-year period specified in the study. 3 Other trainees, such as student nurses, also commonly report aggressive experiences with patients. 4 Studies of practicing physicians have revealed potentially alarming prevalence rates of patient aggression toward them as well. For example, 71% of a sample of practicing female Canadian physicians reported verbal abuse by patients, and 33% reported physical assault in the preceding 12 months. 5 In 2 surveys of psychiatrists in the United States, 35% to 42% reported previous serious assaults by patients. 6, 7 As for primary care settings, in particular, a US study of primary care physicians revealed that 61% had been bullied by a patient to write a prescription; 33%, cursed at; and 10%, verbally threatened. 8 In this same physician sample, 41% reported having had a patient removed from their office. 8 Cook and colleagues 9 surveyed Canadian general internists and found that three-quarters had experienced emotional abuse by patients, with 38% of female and 26% of male respondents reporting physical assaults. In another study, 58% of primary care physicians in Spain reported aggression by patients, with 85% acknowledging verbal abuse and 12.5%, physical abuse. 10 It seems reasonable to assume that, in primary care settings, nurses and office staff are at least as likely as physicians to be at risk for patient aggression. In addition, a number of investigators believe that violence in the primary care setting is on the increase. 11 However, all of the studies we located were from the perspective of medical care providers; we were unable to find any empirical endeavors that directly surveyed patients about their personal histories of abusive behaviors in the medical setting. Such information from patients provides not only a unique perspective to this area of study but also a broader one. The purpose of the current study was to examine the self-reported prevalence of particular aggressive and disruptive patient behaviors among a sample of internal medicine outpatients.
METHOD Participants
Participants were men and women, aged 18 years or older, who were patients at an internal medicine clinic being seen for nonemergent medical care. The outpatient clinic is staffed by both faculty and residents in the Department of Internal Medicine and is located in a midsized, midwestern US city. The majority of patients recruited for this study were seen by resident physicians, who are the preponderance of providers at this site. We excluded some individuals with compromising medical (eg, pain), intellectual (eg, mental retardation), cognitive (eg, dementia), or psychiatric symptoms (eg, psychotic) that were severe enough to preclude the candidate's ability to successfully complete a survey (only a very small portion of individuals with these conditions were excluded; n = 10).
Procedure
During clinic hours, one of the authors (S.F.) positioned himself in the lobby of the outpatient clinic, approached consecutive incoming patients, and informally assessed exclusion criteria. With potential candidates, the recruiter reviewed the focus of the project and invited each to participate. Each participant was then asked to complete a 4-page survey, which took about 10 minutes. Participants were asked to place completed surveys into sealed envelopes and then into a collection box in the lobby.
The survey consisted of 2 core sections. The first section asked participants about their demographic information (eg, sex, age, marital status, racial/ethnic origin, and education level). The second section of the survey asked participants about 17 aggressive behaviors related to medical visits, each with a yes/ no response option. This author-developed behavioral listing was preceded by the query, "In dealing with medical personnel (office staff, assistants, nurses, doctors), either in an inpatient or outpatient medical (nonpsychiatric) setting, have you ever… ?" This project was approved by the institutional review boards of the community hospital and the local university. Completion of the survey was assumed to be informed consent, which was clarified on the cover page of the booklet. Data were collected during November 2010.
RESULTS
At the outset, 441 individuals were approached and 401 agreed to participate, for a participation rate of 90.9%. Of these, 397 completed the relevant study measures. Of these 397 respondents included in our analyses, 64.5% were female and 34.5% were male, ranging in age from 18 to 92 years (mean = 53.49, SD = 16.23). Most participants were white (89.4%); however, 6.5% of participants were black, 1.5% Asian, 1.5% Hispanic, 0.5% Native American, and 0.3% other, and 0.3% had missing data. With regard to education attainment, all but 7.6% had at least graduated high school, whereas 26.3% had earned at least a bachelor's degree.
The rates of endorsement for each specific behavior are listed in Table 1 for the entire sample. Nearly half (48.9%) of the respondents endorsed at least 1 of the 17 listed aggressive behaviors. Of the total sample, 9.1% endorsed 1 behavior, 20.4% endorsed 2 behaviors, 10.3% endorsed 3 behaviors, 5.5% endorsed 4 behaviors, and only 3.5% endorsed 5 or more behaviors (the maximum being 11).
The incidence of reporting at least 1 form of aggressive behavior did not differ between men (47.5%) and women (49.6%; χ 2 = 0.75, P < .40). Similarly, among those who reported at least 1 aggressive behavior, the mean number reported by men (mean = 2.60, SD = 1.32) compared to women (mean = 2.54, SD = 1.52; F 1,192 = 0.06, P < .85) did not differ. The total number of different forms of aggressive behavior endorsed was statistically significantly (though weakly) correlated with respondent age for the entire sample (r = -0.19, P < .001) and for women (r = -0.21, P < .001), but not for men (r = -0.15, P < .10). With regard to education, we compared those with a high school diploma or less (n = 154) to those with at least some college (n = 252). A 1-way analysis of variance (ANOVA) revealed that those with less education reported fewer different forms of aggressive behavior (mean = 0.86, SD = 1.33) compared to those with more education (mean = 1.51, SD = 1.76; F 1,394 = 15.51, P < .001).
CliniCal Points
A number of studies have examined aggressive behaviors by patients through data ◆ provided by clinicians, but no previous study has examined such behaviors as reported by patients.
In this study, a sizeable percentage of participants (48.9%) reported at least 1 aggressive ◆ behavior related to the medical setting.
The most commonly reported aggressive behavior reported by patients was talking ◆ negatively about medical personnel to family (41.3%) and friends (39.5%), followed by threatening to hit or strike medical personnel (7.1%) and refusing to pay a bill because of dissatisfaction or anger (6.8%).
We then conducted a follow-up analysis in which we examined whether the relationship between education and number of different forms of aggressive behavior endorsed varied by sex; however, there was no statistically significant interaction between respondent education and sex (F 1,392 = 1.79, P < .20).
DISCUSSION
In this study, nearly half of the participants reported a history of aggressive behaviors related to medical care, with the most frequent being talking negatively about medical personnel to family (41.3%) and friends (39.5%), followed by threatening to hit or strike medical personnel (7.1%) and refusing to pay a bill (6.8%). While the former 2 behaviors are somewhat indirect, the latter 2 behaviors are clearly more confrontational, particularly the item dealing with physical threat. We did not explore whether respondents had actually ever assaulted medical personnel, but previous data indicate that 39% of resident physicians reported such behavior from patients. 3 Interestingly, no respondent indicated that he/she had been escorted off the premises of a medical site or charged with assault. Yet, in a previous study, 8 we found that 41% of clinician respondents had to have a patient removed from the premises. One difference may be that the current study was undertaken in a large center on the campus of a local hospital that has security personnel. The earlier study entailed small private practice sites, none of which have local security. It may be that the potential presence of security in a larger site deterred assaultive behavior from patients.
With regard to methodology, surveying clinicians versus patients could result in some unforeseen differences. Explicitly, because each physician is typically responsible for a large number of patients, numbers alone might heighten the risk of exposure by physicians to patient disruptive behaviors. In turn, each disruptive patient most likely has exposure to only a small pool of physicians. Given the sample size of patients in this study, perhaps these few challenging patients were literally hidden in the numbers.
In looking at the number of reported behaviors by participant, 5.5% reported 4 or more behaviors. This finding indicates that a small portion of the larger patient population has engaged in multiple aggressive behaviors-a likely reflection of these individuals' overall tendency toward aggression. While this percentage appears small, it represents a significant minority of individuals. Note that we did not ask how many times the respondent had engaged in a particular behavior, but only if they had ever engaged in a behavior.
The potential limitations of this study include the selfreport nature of the data (eg, were respondents actually being fully candid?) and the use of a nonstandardized scale for the assessment of aggressive behaviors by patients related to medical care (we could not locate a relevant scale). In addition, some disruptive patients may have already been terminated from this practice site, resulting in lower reported rates of such behavior. Finally, some patients who may have had histories of disruptive behaviors (eg, those with psychiatric disorders, dementia, mental retardation) may have been excluded at the outset of the project. However, unlike any previous study, this is the first to examine patient self-report data on aggressive behaviors related to medical care. While a slight majority of patients report no such behaviors, a small and significant minority report multiple aggressive behaviors. On the basis of reluctance to disclose, embarrassment, denial, or forgetfulness, findings are likely to represent the proverbial "tip of the iceberg. " Possible areas for future research might include examining patient versus physician ratings of patient presentations in terms of aggression, ratings between patients and physicians of ranges of a given disruptive behavior in the medical setting to compare perceived thresholds for aberrant behavior, and surveys of spouses regarding their perceptions of partner aggression in medical settings.
